Objective: To examine the strength and extent of collaborations between primary health care organisations and local government in population health planning.
'P opulation health' refers to actions that improve the health of an entire population and the equitable distribution of health access and outcomes. 1 Comprehensive population health planning is grounded in a social model of health that emphasises a continuum of action from treatment to disease prevention, as well as health promotion and action on social determinants of health. 2 Given the complexity and breadth of social factors affecting health, 3 the involvement of sectors outside health is essential for effective planning for population health. Rigorous population health planning is central to the implementation of comprehensive primary health care (PHC) that emphasises treatment, rehabilitation, prevention, promotion (including action on the social determinants), equity and localised collaborative decision making. 4 Collaborative planning is based on shared goals, clear roles, mutual trust, effective communication, and identification of links between inputs and processes with population health impacts and outcomes. 5 Collectively, integrated population health planning makes it possible to share resources to identify priority health needs, improve infrastructure, avoid duplication and assist in addressing complex health and social problems. 5, 6 In Australia, federally funded PHC organisations have been established to conduct population health planning within defined geographical regions. These structures are called regional primary health care organisations (the term 'primary health care organisation' used in this study refers to the specific structure in charge of a geographical region in both metropolitan or rural areas). The current Primary Health Networks (PHNs) and previous Medicare Locals (MLs) have been mandated to undertake needs assessment and population health planning. 7 The MLs' guideline stated: "It is essential that Medicare Locals' priorities are determined through transparent processes that appropriately engage stakeholders". 8 PHNs' policy documents and guidelines focus on collaboration with state departments of health, for example Local Health Networks (LHNs), and public and private health services in planning and commissioning cycles with little reference to sectors outside health. 9 Using 'local government data' , as part of needs assessment is the sole reference to local governments in PHNs' planning guidelines. 10 This includes data sourced by local governments themselves or collated from state or commonwealth agencies.
Local governments (LGs) are widely recognised as playing an important role in leading local planning and developing initiatives that can influence health outcomes and equity. 11 Furthermore, LGs are wellpositioned to engage with local communities and partner with other levels of government in considering local options for education, transport, urban planning and housing to address selected social determinants of health. 12 In some countries, such as the UK and Netherlands, LG has been given more responsibility for public health and the ability to act on some local social determinants. 13, 14 The involvement of LGs in public health planning may lead to an increased emphasis on disease prevention, health promotion and efforts to reduce health inequities. 15 LGs can, however, take positions that reflect their local political priorities, and their community and socioeconomic composition, which can makes it more difficult for them to collaborate with other organisations. Figure 1 ). LGs are not mandated to do public health planning; the Act has a focus on the control of infectious diseases and sanitation. VIC Victorian Public Health and Wellbeing Act 2008 18 LGs are mandated to develop and implement public health plans every four years. The Act recognises that LGs are responsible for protecting public health and requires them to work in partnership with internal and external stakeholders to accomplish strategies to maximise community health and wellbeing. QLD Public Health Act 2005 19 LGs are not mandated to do public health planning and do not have a designated statutory role. They do have statutory responsibilities in regards to heath protection and risks such as mosquitos, vermin, water quality and waste. WA Public Health Act 2016 20 LGs are mandated to produce a local public health plan over five planning stages20 (currently at early stages). Establishing partnership with internal and external stakeholders is identified as one of the key stages in planning process. SA Public Health Act 2011 21 LGs are mandated to develop public health plans and act to improve health and wellbeing.21 According to the Act 'The protection and promotion of public health requires collaboration and, in many cases, joint action across various sectors and levels of government and the community. ' ACT, NT, TAS No amendments to the Public Health Act
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Telephone interviews
Different approaches were employed to recruit interview participants in MLs and PHNs. In the ML survey, participants were offered the option of including their details for a follow-up interview. A total of 106 people took this option. The final selection of interview participants was based on their seniority and involvement in population health planning, and on the inclusion of both urban and rural MLs. Fifty-one people were invited, with one person declining due to a role change. Fifty semi-structured interviews were conducted between November 2014 and February 2015. PHN participants were purposively selected from six PHNs. These six PHNs were selected based on their geographical region (metro vs. rural), and their jurisdiction, as well as their willingness to participate. Of a total of 82 people invited from the six PHNs, 55 people (67%) agreed to participate in an interview session. Interviews were conducted in July and August 2016. The purpose of using geographical location as one of the criteria to stratify interview participants was to ensure data would cover issues specific to rural as well as metropolitan and whole-of-state organisations.
Supplementary data were collected from members of the state LG associations, plus PHN board members who had former or current involvement in LGs. LGs. The evolving coding framework was discussed and revised during research team meetings. Eight ML and four PHN interviews were double-coded by members of the team to ensure consistency of coding, and any differences found resolved by discussion. Data that were collected on engagement with
LGs were discussed in analysis meetings with the internal team as well as with members of the project's critical reference group comprising practitioners and government and non-government organisations' representatives.
Review of ML/PHN annual reports
To supplement the survey and interview data, we reviewed annual reports released by MLs/PHNs on their websites. This included 54 out of 61 ML (2012-2013 or 2013-2014, depending on availability) and 31 PHN (2015-2016) reports. We conducted a word search using 'local government' and 'local councils' to find examples where collaboration with
LGs was reported. These examples included the involvement of LG representatives on ML/PHN boards, data sharing for needs assessment, joint planning through formal structures, and/or examples of specific programs that were jointly implemented or financed.
Results
Findings are presented below on the strength and extent of collaboration between MLs/ PHNs and LGs, jurisdictional differences and factors that influenced collaborative approaches to planning. 
Level of engagement
Strength and extent of collaboration
Miscellaneous
Collaborative population health planning evidence of partnerships with LGs. Examples drawn from interviews and documents ranged from solely collecting population and health data from LGs as part of the needs assessment process, to consultation with
LGs on priority health needs, and to more structural collaboration such as joint planning through the establishment of leadership groups and alliances involving LGs. The extent and nature of collaboration in different jurisdictions is shown in Table 2 .
Factors enabling or hindering collaboration
Interview respondents from both MLs/ PHNs and LG sectors identified a number of factors enabling or hindering collaborative planning that may explain jurisdictional variations. Three areas were apparent in the themes arising from the data that were also supported from the literature 29, 30 : factors from the policy environment; factors concerning governance and leadership; and factors related to organisational capacity and resources. Findings are organised by the broad domains in the following sections.
Policy environment
Our study reinforced the importance of how the broader policy context shapes the functioning of and collaborative action on population health planning between PHC organisation and LG. PHC organisations reported a focus on curative services in their agreement with the Federal Government. This limited the scope for population health approaches and collaboration with non-health sectors, including LG. One PHN staff member from the Northern Territory (NT) noted: "PHNs are driven by a fairly narrow Commonwealth agenda away from population health".
An LG interviewee suggested that the capacity for population health action is less for the PHN than it was for the MLs: "I think some of the language had changed around Primary Health Networks [compared to MLs] from population planning to much more around service gaps". A focus on "broader remit around population health planning rather than service gap or commissioning" was stated as "the opportunity to go back to having more collaboration with councils" by another LG interviewee.
We found jurisdictional differences in PHC-LG collaboration in population health planning. This was partially explained by public health legislation. LG involvement in population health forum, population health think tank (3 PHNs) LG executives' involvement in 'steering group' to identify the health priorities (2 MLs)
Collaborative agreements (MOU) with PHC stakeholders including LGs (roles: setting of shared priorities, sharing and utilising population and health data, development of joint strategies to address local needs, area-based planning)
LG representation on Board LGs' involvement in community health planning team to oversee population data collection, make informed decision making and priority setting (ML) 
Establishment of formal structures
Although not a common practice, the establishment of formal structures or alliance building had the potential to enhance the involvement of LGs in population health planning in some regions. An example of a formal governance structure in MLs was the establishment of 'strategic leadership groups' or 'steering groups' comprising key regional players in the planning process. Although the establishment of a strategic leadership group (or similar) was recommended in the ML needs assessment template, only 12 MLs (mainly in South Australia and Victoria) used these groups at executive and strategic levels to engage with external organisations.
Existing structures in Victoria called 'PHC collaboratives' -region-wide platforms of primary and tertiary health providers and organisations, including LGs -enabled PHNs to work together to identify needs and set priorities:
We The reports from other states suggest that collaboration was more ad hoc and mainly on specific local projects rather than in strategic planning.
Organisational capacity and resources
Funding models and resources LG also has limited resources for population health planning and is constrained by its boundaries, which differ from those of the MLs/PHNs:
'They [councils] are only financed to function within their footprint; it's quite difficult to get the councils thinking broadly from a regional point of view. (LG interview).
Time
Lack of time was another inhibiting factor for effective collaboration, mainly due to the tight timelines and reporting system for MLs/ PHNs set by the federal government:
The short timelines just don't give you the opportunity to develop good, trusting, wellunderstood relationships so that people can get on with their work. ' (PHN interview, TAS)
Discussion
Our analysis found that despite increased recognition of the role of LGs in public health planning, regional PHC organisations in Australia have been unable to capitalise on it due to a range of policy, governance, organisational and resource constraints.
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A vital issue in Australia is the presence of ongoing tensions between the three levels of government and difficulties with the allocation of responsibility between them. Local government, in particular, is suspicious of moves to shift responsibility to them without a concomitant allocation of resources. 32 The study identified several factors contributing to
LGs being an underutilised resource in Australia for effective and efficient population health planning. These are discussed below.
Lack of support from PHC policy for collaborative population health planning and action on social determinants of health
The policy context, institutional rules and legal obligations are key driving forces for organisational action. 29 For Australian PHC, national policies and legislation could play a critical role in embedding comprehensive and collaborative PHC planning between PHC organisations and LG. 33 Data from our study revealed that collaboration between PHC organisations and LGs in Australia is varied, inconsistent and does very little to address social determinants of health. This is largely a result of macro policies supportive of a biomedical model of health and broader neoliberal ideologies 34 shaping ML/PHN priorities. The Federal Government's policies and guidelines for MLs/PHNs lack a mandate and explicit recognition of the value of collaboration with non-health sectors to facilitate action on social determinants of health, which manifests as a lack of support for collaborative planning. Moreover, the role of LGs in regional planning and their involvement in planning processes are underrecognised. 9 Given the strong role that
LG can play in linking to local communities and engaging with other social sectors such as education and employment 12 to improve population health and equity, the lack of policy support to engage with
LGs in identifying and addressing social factors affecting population health is a lost opportunity for Australian PHC.
Our study found some variations between and within Australian states and territories in collaboration with LGs. Findings from the document analysis indicated that Victoria and, to some extent, South Australia appeared to be undertaking more collaborative planning, while in other states/ territories collaboration with LGs was ad hoc or limited to local projects rather than broader population health planning. From the interviews, the existence of LG legislation mandating LG's involvement in population health planning in some states encouraged the two organisations (PHC organisations and LG) to undertake joint planning. However, the survey data did not find a significant difference between states with or without legislation. This may reflect differences in expectations around engagement with LG, with South Australia and Victoria perhaps holding themselves to higher standards because of the legislative imperative, and therefore being more conservative in their quantification of this engagement. This result may also reflect limited statistical power due to the small number of survey respondents.
Greater recognition and promotion of the role of LGs in health planning in both PHC policies and national and jurisdictional legislation will open a window of opportunity for more effective and efficient population health planning.
Limited involvement of LGs in the governance structure of PHC organisations
Effective governance structures can support collaborative planning. 35 As noted by Roussos and Fawcett (2000) , there is potential to alter governance and leadership structures to improve the effectiveness of partnerships for population health, and negotiation and networking. 36 Freiler et al. (2013) indicate the importance of institutional and organisational contexts such as governance in facilitating or impeding collaborative planning. 37 Inclusive or "collective" governance that brings "multiple stakeholders together to engage in collective decision making" requires the active engagement of non-state actors in planning processes. 31 We found that, despite policy forces that in general constrained a collaborative planning approach, some MLs/PHNs had developed governance structures and local innovations that involved external stakeholders and enabled them to include LGs in population health planning. The establishment of formal alliances and agreements appeared to enable a shared understanding of population health needs and joint planning between MLs/PHNs and LGs. However, the establishment of a governance structure inclusive of LGs was not widely practiced (only five out of 31 PHNs). Any effort to strengthen PHC governance structures through stronger links with LGs would have mutual benefits in terms of improving population health and wellbeing in their regions.
Lack of organisational capacity and resources
Sufficient and sustained resources, including human and financial resources, are essential for collaborative work to improve population health and address social determinants of health at local, regional and community levels. 28 Collaborative planning requires good knowledge and skills on engagement strategies, and organisational capacity to build trusting relationships, implement planning strategies and evaluate the impact of collaborative planning. 6, 28 We found that collaborations between PHC organisations and LGs were constrained by the lack of capacity and resources. Both PHC organisations and LGs noted time, tight deadlines, and resource and funding scarcity as major factors hindering them from building and maintaining collaborations in planning. To gain further opportunities for effective and efficient population health planning, both federal and state governments need to allocate sufficient resources to PHNs and LGs to build on and maintain collaborations for regional-level PHC planning.
Box 1 outlines a list of recommendations drawn from our study to improve collaboration between PHC organisations and LG.
Study limitations
A limitation of the study was that the survey and interviews with PHNs were conducted within the first year of their establishment when they were dealing with transition and organisational restructuring. Hence, the lower engagement reported by PHNs may be because the PHNs had less time to build collaborative work. In general, there were a small number of survey respondents for PHNs, which caused limitations to the statistical power. Furthermore, the study timeframe and resources did not allow us to engage with a wider range of LGs to document examples of where collaborative planning had worked well and why.
LG perspective is limited to LG associations and LG people who have been involved in a PHN Board. Future studies could track positive examples of collaborations between PHC organisations and LG in order to establish benefits that can flow from these collaborations.
Conclusions
Considerable benefits are to be gained from increased collaborative population health planning between PHC organisations and
LGs in Australia. We have identified three major barriers to this happening: the absence in most states and territories of uniform public health legislation mandating local government involvement; the absence of a mandate from the Federal Government to require PHNs to engage in such collaborative work; and a lack of dedicated resources to PHC organisations and LG to support collaboration. The positive examples we found, such as the involvement of LG in the governance structure and the decisionmaking processes of PHC organisations and building connections with stakeholders and agencies through local networks, point to the potential benefits of collaboration between PHC and LG.
Implications for public health
Improving PHC and LG collaboration through appropriate governance and leadership, identification of common goals, and pooling of resources and effort where appropriate would maximise the quality and impact of population health planning and lead to improved action on local social determinants of health. This would have great potential for advancing population health and wellbeing, and health equity.
Box 1: Factors that would encourage improved collaboration between regional PHC organisations and local governments.
Recognition of the role of LG in PHN policies would promote
LGs' involvement in population health planning and collective action on the social determinants of health.
The provision of flexibility, time and sufficient funding by federal and state/territory governments to both PHNs and
LGs would enable them to build trusting relationships and improve joint planning activities.
Improved governance structures to include representatives of LG on PHN board and advisory committees to bring a LG perspective to population health planning.
Supporting all states and territories to enact legislative initiatives to give LGs a stronger role in public and population health planning, which, in turn would enhance collaboration with regional PHC organisations.
